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Methods and results
We searched the Medline database (for 1996 and 1997) for reports of diagnostic evaluations in the BMJ. After we excluded letters, case reports, and review or education articles we identified 16 studies (references supplied on request). Only eight (95% confidence interval 25% to 75%) papers reported precision for the estimates of diagnostic accuracy, with two of these studies providing confidence intervals only for either predictive power values or likelihood ratios but not for the sensitivity or specificity estimates also reported.
Comment
Evaluations of diagnostic accuracy should be prescribed with confidence intervals. We have also recently reviewed the extent of compliance with the reporting of confidence intervals in the ophthalmic literature and concluded that evaluations of diagnostic tests in this specialty are similarly flawed. 4 The omission of the precision of estimates for diagnostic accuracy can make a considerable difference to a clinicianQs interpretation of the findings of a study. For example, an evaluation of the sensitivity and specificity of an imaging system for the optic nerve head for the detection of glaucoma reported estimates of 89% and 78%, respectively 5 ; the 95% confidence intervals of these estimates (not reported in the paper) ranged from 80% to 98% for sensitivity and from 66% to 90% for specificity. For a test with poorer diagnostic accuracy, these 95% confidence intervals would have been even larger for an equivalent sample size because of the dependence of the standard error of a proportion on the proportion itself (figure). The figure shows how the precision of the sensitivity or specificity estimate varies 1999;318:1322-3 as a function of both the point estimate itself and the sample size.
Most statistical packages will generate exact binomial confidence intervals. Approximate confidence intervals can easily be calculated by using the formula for the SE of a proportion ('pq/n), which is based on a binomial approximation to the normal distribution and can be used to calculate 95% confidence intervals for sensitivity and specificity (for instance, p±1.96'pq/n, where p represents either sensitivity or specificity, q = 1 − p, n is the sample size, and where n × p is > 10).
To enhance the quality of information on diagnostic tests made available to clinicians we recommend that 95% confidence intervals are supplied with estimates of diagnostic accuracy. Referees and journal editors should enforce this requirement in the same way as they routinely do for other descriptive or comparative estimates.
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Funding The doctor who changed my view How to drive away teenagers I was 14 when I met the doctor who left me resolved never to see another GP for the rest of my days. Of course, eventually I not only saw GPs, but became one. I have never forgotten this fateful consultation, however, and I think that it shaped the way that I deal with that particularly difficult group, teenagers. There were three of us children, aged 14, 11, and 8. We lived pretty rural lives and my mother knew what was what, so she was not particularly upset when we all had worms. However, in order to be treated, she was told by a dragon receptionist that we had to see the doctor. This was quite an event, as we had not seen a doctor since one had seen us with measles four years earlier.
When we reached the surgery a few days later the receptionist sat at a desk in a room like a school hall, where she loudly asked each patient what they had come for. It was a kind of trial by humiliation-if you could bear the embarrassment you got to see the doc. I don't suppose he treated very many people with sexually transmitted diseases. My mother whispered our diagnosis, but to my chagrin the receptionist repeated it clearly, and it echoed around the polished floor passing the news on ahead like jungle drums. Everyone seemed to be looking at us in disgust. Wanting to disappear, we sat on the hard chairs around the room, moving along from one to the next towards the doctor's door like caterpillars until we were next.
Once inside the doctor lined us up, all three, in front of his desk, my brother, my sister, and myself. Only my mother sat. He listened to what my mother had to say as we stood, heads hung, as if on trial. He did not address us directly, although he did look us up and down-perhaps, I thought afterwards, checking for signs of poor hygiene, scabies, or lice. Eventually he spoke.
"So," he said to my mother profoundly from behind his desk, "if these children have worms then it is because they put their fingers into their noses and bottoms and then into their mouths. They should wash their hands. I will give you some medicine."
As humiliation it was supreme. At 14 I was physically mature, emotionally awkward, sensitive, self conscious, and easily embarrassed. Any chance he might have had of establishing any sort of rapport for my future care was lost. Moreover, after hearing my story none of my friends went to him with their acne, migraines, period troubles, or depression either. A year later I became seriously anorexic, but I would rather have died than gone back to him. Only at five stone and recurrently fainting did my mother drag me to a locum at another surgery. "She's too thin," he said to my mother, over my head, "She may have tuberculosis. Get her to eat more and we'll do an x ray examination." That was it, and that suited me fine-I no longer liked doctors.
Later, when I was at medical school I noticed through the medical press that the first GP had become something of a leading light in training in his area, which probably goes to show that even the best doctors can mishandle the odd patient from time to time. I'm sure I do it daily, but I know I'm always careful what I say to teenagers. It may be my one and only chance to earn a little trust.
Mary Selby, general practitioner registrar, Bury St Edmunds, Suffolk
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